Short Papers
The Principles of Treatment of Sacrococcygeal Pilonidal Sinus by D H Patey MS FRCS (Middlesex Hospital, London WI) The operation which a surgeon performs for sacrococcygeal pilonidal sinus seems to depend on which factor exercises a predominant influence. Thus, if he believes that there is an epithelial rest at the bottom, he will probably excise the sinus. If he aims at primary union, he will also excise the sinus as a necessary first step to this end and, if he is a plastic surgeon, he will probably take advantage of his expertise to secure primary union by some flap procedure. If on the other hand he is particularly conscious of the dangers of infection, he will leave the wound open to allow healing by second intention. In this paper I propose to consider the two factors on which most surgical operations are based, anatomy and pathology, and to see whether some general principles of treatment follow from these.
Pathology
The pathology of pilonidal sinus in the sense of morbid anatomy and histology finds substantial general agreement. From a tiny epithelial pit or pits in the natal cleft a sinus runs up in the subcutaneous tissue covering the coccyx anwer sacrum, usually terminating on other side of the middle line in oan-opening with pouting granulationsnThs sinus is usually single except at its lower end, where several of the epithelial pits may open into the main common track in multitier fashion. Apart from the epithelial pits the sinus is lincd throughout by granulation tissue, and typically contains hairs. Microscopic sections show the granulation tissue lining and any contained hairs, the latter showing up best in polarized or semi-polarized light (Fig 1) . Apart from hairs in the sinus cavity, hair fragments may frequently be found in the granulation tissue surrounded by foreign body giant cells. This appearance has at times led to a wrong diagnosis of tuberculosis. Infection is a concomitant feature of the active phase of pilonidal sinus. Thus, irrespective of different views on its origin, sacrococcygeal pilonidal sinus is pathologically an infected foreign body granuloma.
Anatomy
The tissue concerned is the skin and subcutaneous tissue over the coccyx and lower part of the sacrum in and adjacent to the middle line. the area. The whole area is exposed to powerful forces tending to disturb itthe gluteal muscles during activity, and body weight during alterations of position when sitting or lying. The anchoring of the skin in the middle line acts as a stabilizing mechanism partly limiting mobility. Excision of a pilonidal sinus with even a limited amount of surrounding tissues must destroy the stabilizing mechanism.
Surgical Treatment
Applying these considerations to surgical treatment: if a pilonidal sinus is an infected foreign body granuloma, the same treatment should be effective that is adopted in other similar conditions such as a stitch sinus, namely, removal of the foreign body and drainage. Such treatment is simple and only interferes to a minimal extent with normal anatomy. I suspect that one factor limiting wider adoption of this simple treatment is a subconscious feeling that, after the plethora of scholarly theses on the origin of pilonidal sinus, to reduce it therapeutically to the level of the humble stitch sinus smacks of lese-majeste.
There is general agreement that, if the wound is left open to granulate following excision of the sinus, healing is very slow, usually taking many weeks, sometimes months. Pories et al. (1967) chose these wounds for their controlled studies on the rate of healing of granulating wounds, and have given detailed results showing this. I know of no primary biological reason for this slow healing, and suggest that the explanation is mechanicalthe combination of uncontrolled mobility resulting from destruction of the stabilizing mechanism and a wound closely adjacent to a bony surface. If simpler forms oftreatment are effective, the question arises as to what advantages, if any, the operation of excision and leaving the wound open to granulate has to compensate for its obvious disadvantage of prolonged healing.
The procedures of excision and primary epithelial apposition have in their favour that, in general, primary union is better than union by second intention, and the particular advantage that, if primary union is achieved, entry of hairs and thus recurrence from this cause should be unlikely. On the other hand there is the danger of infection, either from organisms present in the sinus, or from the anus. If the wound breaks down, the same mechanical factors apply that result in delayed healing following excision and leaving the wound open. There is also a mechanical problem in securing primary apposition. Sutures limited to the skin leave a dead space underneath, and obliteration of this space requires either tension sutures, undermining, relaxation incisions, or a flap operation. Tension sutures interfere with vascularity, and the other procedures open up more tissue to potential infection. A surgeon adopting primary epithelial apposition as a standard procedure needs to show that primary union occurs in all but a small minority of cases and that, when it does not, the morbidity is not serious.
In conclusion, I realize that decisions as to the treatment of pilonidal sinus will ultimately depend not on theoretical considerations, but on results. Such results should, however, give full details of morbidity and recurrence and should not be confined, as is so often the case, to general statements. Account should be taken not only of the effectiveness of procedures, but also of their efficiency in the sense in which this term is used in mechanical engineering, i.e. the relation of the energy expended to the results achieved. In more homely words: 'Don't takc a hammer to swat a fly.' The two main points emphasized are, first, that sacrococcygeal pilonidal sinus is pathologically, irrespective of origin, a foreign body granuloma, and that excision is therefore not essential to achieve a cure; secondly, that excision destroys a functional anatomical mechanism important in healing, and that it should therefore only be pratised if clear advantages can be demonstrated. 
